SUMMARY
INTRODUCTION
Hysterosalpingography (HSG) is a first line investigation of infertile women for the assessment of structure of tuba uterinas, their patency and uterine anomalies (1) . However, although a more invasive procedure, laparoscopy (L/S) is regarded as the most reliable method in detection of tubal pathologies in infertility (2) . Traditionally, L/S is the last diagnostic procedure during the infertility research; it has been included in the basic fertility studies by the American Fertility Society in 1992 and by the guideline of the World Health Organization (3) (4) (5) . Another advantage of L/S is the determination of other pelvic pathologies such as endometriosis and pelvic adhesions (6, 7) .
According to a study by Kalir et al. in the infertile women with no pathology diagnosed with HSG, the ratio of pathology detected by L/S was 21-68% (8) . In the present study the concordance between HSG and laparoscopy in patients with tubal factor and the frequency of endometriosis that has an important place in the etiology of infertility was investigated.
MATERIALS AND METHODS
139 patients were included in the study that were Chi-square test was used to analyze the data. P <0.05 was considered statistically significant.
RESULTS
The mean age of the patients was 31.8 ± 5.7 years, gravida 0 (0-5), the duration of infertility was 30.7 ± 3.7 months, BMI was 24.6 ± 4.6. 64.7% of the cases were primary infertility, 35.3% of them were secondary infertility cases.
When the patients were assessed with L/S, 38.8% (n = 38) of the patients with unilateral tubal factor and 58.8% Comparisons of hysterosalpingography and laparoscopy results in the diagnosis of tubal occlusion was 13.9% for cases with unilateral tubal factor and 22.7% for cases with bilateral tubal factor. There was no difference between the groups in terms of the incidence of endometriosis (P = 0.24). Incidence of endometriosis in patients with tubal factor is shown in Table II . In the diagnostic laparoscopy the whole pelvis of the infertile case might be evaluated. The most important contribution of L/S is that it allows diagnosis and treatment during the same session.
The most common causes of tubal factor in female infertility are infection, surgery or adhesions developing secondary to infection.
Even though, the relationship between endometriosis and infertility in patients with minimal endometriosis and mild endometriosis is controversial, increased cytokines and growth factors in peritoneal fluid, activated macrophages might have toxic effects on sperm function and embryo; and it has been suggested that in the endometriosis cases the presence of aberrant genes and their products in eutopic and ectopic endometrium might be responsible in the etiology of infertility (9) (10) (11) . In patients with advanced stage endometriosis breakdown of the tuba-ovarian relationship, degradation in the ovarian reserve and oocyte quality secondary to endometrioma is considered to be a priority in the etiology of infertility. The rate of endometriosis in the fertile cases is 4% (91% of them stage I-II, 9% stage III-IV), and in the infertile cases 33% (stage I-II: 58%, stage III-IV: 32%). In general, it has been accepted that the rate of endometriosis among the fertile cases is 5-10%, and the rate in the infertile patients is 20-40%. On the other hand, 30-50% of the cases with endometriosis face the problem of infertility (12) . According to the results of our study, in the 28.4% of patients endometriosis was observed in whom no tubal pathology with L/S was seen, his rate was 13.9% in patients with unilateral tubal factor, and 22.7% in cases with bilateral tubal factor.
Even though, there are opinions in the opposite direction, meta-analysis of 2 studies revealed that patients with minimal-moderate endometriosis who underwent L/S have statistically significant higher rates of live births-ongoing pregnancy rates (13) . Perquin et al. also reported that resection and ablation of pelvic adhesions and endometrial foci observed during the L/S increases the rates of pregnancy (14) .
The sensitivity of HSG in tubal occlusion is 65% and the specificity is 83% (10) . Among the patients that no pathology was observed with HSG bilateral tubal occlusion was detected in 5% of them with L/S, and 42% of the patients that bilateral tubal occlusion observed with HSG had no pathology with L/S (2, 16) . 
